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Abstract

Background A comprehensive evaluation and
remediation program is an essential component of any
residency program. The evaluation system should identify
problems accurately and early and allow residents with
problems to be assigned to a remediation program that
effectively deals with them. Elements of a proactive
remediation program include a process for outlining
deficiencies, providing resources for improvement,
communicating clear goals for acceptable performance,
and reevaluating performance against these goals.

Intervention In recognition of the importance of early
detection and prompt remediation of the struggling

resident, we sought to develop a multifaceted
approach to resident evaluation with the aim of
early identification and prompt remediation of
difficulties. This article describes our comprehensive
evaluation program and remediation program,
which uses resources within our radiology
department and institutional graduate medical
education office.

Discussion An effective evaluation system should
identify problems accurately and early, whereas a
proactive remediation program should effectively deal
with issues once they are identified.

Editor’s Note: The online version of this article includes the
resident/program director/educational liaison remediation agree-
ment and the radiology resident remediation policy for poor
clinical performance.

Introduction

A comprehensive evaluation and remediation program is an
essential component of any residency program (FIGURE). An
effective evaluation system should identify problems
accurately and early, whereas a proactive remediation
program should effectively deal with issues once they are
identified by outlining deficiencies, providing resources for
improvement, and communicating clear goals for acceptable
performance.

In recognition of the importance of early detection and
prompt remediation of residents who struggle with
academic performance, we sought to develop a multifaceted
approach to resident evaluation with the aim of early
identification and prompt remediation of difficulties. This
article describes our comprehensive evaluation program and
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remediation program, which uses resources within our
radiology department and institutional graduate medical
education (GME) office.

Evaluation

Similar to other specialties, the monthly rotation evaluation
is the basis of our resident assessment program in radiology.
An online evaluation form' commenting on the 6
Accreditation Council for Graduate Medical Education
competencies is completed by the educational liaison of
each section following discussion with the other section
members to provide a complete overview of the resident’s
performance. In addition to the rotation evaluations, our
evaluation system involves input from several
complementary sources, including:

= “Roundtable” faculty discussions to help identify
“subthreshold” but potentially important resident
performance issues that may ‘“‘escape” detection on
written evaluations?

= Call setting evaluations to assess the ability of
residents to perform independently and to identify
signs of stress and fatigue

= American Board of Radiology in-service written
examination scores to assess general fund-of-
knowledge

= Departmental emergency radiology examination to
assess preparedness for independent radiology call**

= Biannual resident self-assessment evaluations to help
identify learner-centered areas of need



PRACTICAL ARTICLES

Evaluation and Remediation

Evaluation: Remediation:
Rotation Address Questions
Faculty Discussion s Need for Intervention
Call Setting Resident Type of Problem
Self-Evaluation -Cognitive
In-Service Exam -Behavioral
360-Degree Direct Type of Intervention
-Remediation
-Monitoringfeedback
FIGURE EVALUATION AND REMEDIATION

Diagram shows the relationship between evaluation and remediation.
Reprinted with permission from Boiselle.

= 360-degree evaluation to enhance assessment of
professionalism and interpersonal/communication

skills

In their article “Failure to Fail: The Perspectives of
Clinical Supervisors,” Dudek et al® discussed the reluctance
of staff physicians to fail poorly performing trainees. They
found that the reason for “grade inflation” was not due to
the inability of evaluators to recognize deficiencies or to
complete evaluations but rather was related to their
unwillingness to give poor evaluations. Poor documentation
of deficiencies and perceived negative consequences to
faculty and to the resident were given as reasons why
physician educators are reluctant to give poor but honest
evaluations.

To counteract such tendencies, we schedule quarterly
roundtable faculty discussions that provide the faculty an
opportunity to collectively discuss resident performance. In
our experience, this forum has brought to the forefront
several resident issues that were not reported on written
evaluations because the faculty members initially thought
that the observed performance or behavior was simply due
to “sampling error” or was “within the edge of a bell-
shaped curve.” Upon discussion with other faculty
members, however, it was often demonstrated that such
concerns were more generalized. This forum has thus helped
bring resident difficulties to the attention of the program
directors at an earlier stage, when such problems are
potentially more responsive to remediation.

Remediation

Once performance issues have been identified, an open
discussion with the resident in a comfortable environment is
vital. During this initial conversation, it is important to

present the factual information from the evaluations
without being judgmental, accusatory, or demeaning. In
addition to communicating this information, one must also
be a good listener. It is especially important to ask whether
there are any contributing personal issues, such as increased
family demands or medical illness.

When confronted with a resident performance issue, it is
important to perform a fair and comprehensive assessment
in a timely manner, addressing several essential and
interrelated questions:

= [s the perceived performance issue primarily related
to a knowledge deficit, an attitude or behavioral
problem, a skill deficit, or a combination of these
factors?

= What is the resident’s perception of the issue?
= What is the faculty’s perception of the issue?

= Are there other contributing personal issues such as
depression, anxiety, or personal or family illness?

= Are there larger educational or system problems in
the residency program that may contribute to this
problem?

= What is the potential impact of the problem regarding
patient care?

= What is the potential impact of the problem regarding
resident’s personal health and professional growth?

= What is the potential impact of the problem regarding
its impact upon other residents and faculty?

It is important to perform this analysis in a fair,
comprehensive, and timely manner. Based upon this
analysis, a decision should be made as to whether an
intervention is necessary. If an intervention is deemed
appropriate, a remediation plan should be put into place
with all due deliberate speed. To establish the optimal
remediation plan, it is necessary to categorize the problem
as either primarily cognitive (related primarily to one’s
knowledge base and cognitive skills) or primarily behavioral
(related primarily to difficulties with professionalism and
interpersonal communication) in nature. Although cognitive
problems are typically amenable to traditional instructional
methods, behavioral issues are more likely to respond to
other methods, such as close monitoring/feedback of
attitudinal and interpersonal behaviors for “mild” problems
and referral to a psychologist or psychiatrist for residents
with serious psychological symptoms.

Although each resident problem is unique, we sought to
develop a framework for intervention that could be applied
consistently among residents with various performance
issues. Our remediation program uses resources from both
our radiology department and our institutional GME office
similar to other programs and specialties.” The centerpiece
is a resident/program director/faculty educational liaison
agreement form that documents the problem and its
significance and outlines a detailed remediation plan that
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contains clear goals and benchmarks, as well as a plan for
reassessment to determine whether the remediation
program has been successful. This intervention was
designed in accordance with the principles outlined by
Borus.'

A discernible strength of this framework is that it sets up
an alliance between 3 parties: (1) the resident, (2) the
program director, and (3) the faculty educational liaison
with experience in the specific area of difficulty. With all 3
parties invested in the agreement, the “intervention” feels
like a concerted team effort rather than a punitive situation
and frames the intervention itself in positive rather than
oppositional terms. A proactive remediation plan may
include additional reading assignments, one-on-one faculty/
mentor tutorials, specific assistance with reporting or
procedural skills, and repeating a clinical rotation after
completion of such measures.

Additionally, it is important to involve the GME office
of the institution early on in the remediation process.®
Assistance in drafting various written agreements and
documentation of poor performance or unprofessionalism
can usually be provided by the GME office.® Advice from
the institutional legal counsel is also useful, especially in
cases in which a trainee may potentially be terminated from
the training program.®'" Additional resources include
occupational health and confidential physician health
services to help with psychiatric issues and substance abuse
problems. Involving the GME office also helps with due
process in the event that a resident feels that he or she is
wrongly accused and wishes an external review.

Our remediation program is widely accepted and has
been approved by our departmental educational committee.
Both faculty and residents alike expressed approval at
having a system in place for addressing serious performance
issues in a consistent and even-handed manner. Importantly,
the detailed written agreement form also documents these
issues, which is a critical part of due process procedures at
any academic institution.

Moreover, it is important to understand the emotional
toll that often occurs during this process to both the
struggling resident and the physician educator. For example,
the resident may experience initial feelings of denial, anger,
and disappointment, which can lead to feelings of
embarrassment, anxiety, and loss of self-confidence. For the
staff physician, anxiety about being overcritical needs to be
tempered with the satisfaction of providing honest
constructive feedback. Both parties need to have a clear
understanding and acceptance of the process and should be
supported throughout the remediation program.

Sample Case Scenarios

We provide 2 fictional examples that illustrate the types of
resident difficulties that we have addressed with our
remediation program.
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Case 1

Fictional resident Steven has an appropriate fund of knowledge
and clinical skills for his level of training. However, he was
frequently late for work, took personal cell phone calls during
read-out sessions, and often left work for the incoming resident
who was relieving him on the overnight call shift. His reports
were adequate; however, they were rarely signed in a timely
manner. Steven clearly has behavioral performance issues as
opposed to cognitive ones. In his case, additional reading
assignments or repeating rotations will not address the
problems. During a candid discussion of these behaviors with
Steven, it became clear that he had poor insight into his lack of
professionalism. He was not aware of the negative impact and
significance of his behaviors on faculty and fellow residents.
After a review of our program’s specific expectations for
professionalism, a remediation program was devised that
included an assignment to a faculty mentor and close
monitoring and feedback of various aspects of professionalism,
with specific goals for attendance, punctuality, and overall
work ethic. Following successful completion of the remediation
program, Steven is now consistently more professional in his
behavior and reports that he feels “more like a real doctor”
compared with before the intervention.

Case 2

In contrast, fictional resident Jenny is diligent and routinely
arrives to work early and stays late. Yet, she struggles on her
clinical rotations, lagging behind her peers in her fund of
knowledge and her ability to synthesize clinical and
radiographic data. Although still in the early stages of
residency training, she was already involved in several
research projects. Upon discussion with Jenny, it was
learned that she lacked basic time management skills and
that she was having difficulty juggling her clinical training
with her research interests. A remediation program was
devised that included time management training,
maintaining a weekly logbook documenting her studying
habits, and a hiatus from her research projects until she met
the goals set for self-study and improved clinical
performance. Upon completion of the remediation program,
Jenny’s clinical performance is now “on target” and she
reports a greater sense of well-being compared with before
the intervention. She plans to wait until she has dedicated
elective time to return to her research projects.

Summary

In summary, a comprehensive resident evaluation and
remediation program is an essential component of any
residency program. Having an evaluation program with a
multifaceted approach has the potential to detect problems
early, when they are potentially more responsive to
remediation. Moreover, a proactive remediation program that
effectively identifies performance issues and incorporates
departmental and institutional resources is necessary to
effectively deal with issues once they are recognized.
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Although remediation successfully addresses most
resident performance issues, it is important to realize that
there are some instances in which residents are unable to
meet the professional expectations of their specialty despite
our best efforts. For such residents, prompt referral for
supportive psychological and career counseling is essential
for helping them to find an alternative career path that is
better suited to their strengths. Such referral ensures that we
as physician educators meet our professional responsibilities
to both our physician trainees and our patients.
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